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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05
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| | iecicars #) [ 3] itsecicaic #)[ | (Sponsore ssn) [ | emberioe) [ ] (ESN o 1) []ssh |:] © | 1234567890

2, PATIENT 5 NAME (Last Nams, First Name, Middls Initial) 3 PATJENTE- BIRTH D.-\TE 4, INSURED S NAME (Last Name, First Name, Micklls Initial)
MEMBER, IM A. MM | DD YY Mlj F@ SAME

5. PATIENT S ADDRESS (No., Stresl)

609 WILLOW ST

6 PATIENT RELATIONSHIP TO INSURED

SeIID Spousel:l ChHD Other l:l

7. INSURED'S ADDRESS (MNo., Streel)

cY STATE | 8. PATIENT STATUS
ANYTOWN wi Single [:l Married D Other [:]
ZIP CODE TELEPHONE (Include Area Cads)

Full-Time Part-Time
55555 2 XXX-XXXX Employed D Studant [:] Student |:]

STATE

ZIP CODE TELEPHONE (Include Area Code)

( )

Ol-P

9. OTHER INSUREL'S NAME (Last Name, First Name,

Mickdle Initial) 10. 15 PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a EMPLOYMENT? (Current or Pravious)

ves [ ]no

b 01"HEH INSURED'S DATE OF BIRTH
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|
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X
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b. AUTO ACCIDENT? PLACE (State)

[Jves [no |

<. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?
[

[Jves

11. INSURED'S POLICY GROUP OR FECA NUMBER
M-7

a. INSURED'S DATE OF BIRTH
MM YY

1 MD

SEX

i

b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

PATIENT AND INSURED INFORMATION 4}7-4—CAHRIER—)—

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES D NG 1 yes, return 1o and complate item @ a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORRL 13. INSUREDC'S OR ALTHOREZED PERSON'S SIGNATURE | authorize
12, PATIENT S OR ALTHOREED PERSON'S SIGNATURE | authorize the releass of any medical or cther niomalion necessary payment of medical benefits 1o the undsrsigned physician or supplier for
1o process this daim, | also request payment of govermnment benefits sither 1o mysalf or to the party who accepls assignment sanices described below.
below.
SIGNED, DATE SIGNED ;j
14. DATE OF CURRENT : ILLNESS (Firsl symptomn) OR 15. IF PATIENT HAS HAD SAME OF SIMILAR ILLNESS. | 16. DATES PATIENT UNAELE TO WORK IN CUF!RENT CQCCUPATION Jk
MM, DD Yy INJURY (Accident) OR GIVE FIRSTOATE MM | DD Y MM DDy XYY MM DD Yy
| I PREGNANCY(LMP) | | FROM | TO |
17. NAME OF REFERRING PRCVIDER OR OTHER SCOURCE 17a 18, }-DSPiTﬁLiZkTI%E D-ATESJQELATED TO CUF'iFENT ESFI\-' I-CE%
I.M. REFERRING PROVIDER i 0111111110 At i e | H
10. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? £ CHARGES
[Jres [ | I
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Ralale ltems 1,2, 3or 4 jo ltem 24E by Line) j 2. HEBE.‘AID RESUBMISSION ORIGINAL REF. NO.
G . NO.
1L V72.6 al .
23. PRIOR AUTHORZATION NUMBER
2] . 4. | i
24. A DATE(S) OF SERVICE B. C. 0. PROCEDURES, SERVICES, OR SUPPLIES E. F. L Jd
8
From To PLACE OF (Explain Unusual Circumstances) DIAGNOSIS o ffea| ® RENDERING (=]
] 2] %] TY MM DD YY |SERVICE| EMG | CPTHCPCS | MODIFIER POINTER 5 CHARGES LNIS | Fan | OUAL PROVIDER ID. # =
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25 FEDERAL TAX 1.0. NUMBER SEN EIN 26, PATIENT S ACCOUNT NO. 2? 'P'C—E?T[.',:.SSR"NL%HW 238. TOTAL CHARGE 20, AMOUNT PAID 30. BALANCE DUE
gov.d
0] 1234JED e ©OXXX (XX . XXXX. XX XX
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # )
(el the h saemeniscn e reverse I.M. PROVIDER
apply 1o this bill and are made a part thereol.) 1 W WILLIAMS ST
I.M. Provider MM/DD/YY ANYTOWN WI 55555-1234
SIGNED DATE . E © 0222222220 " ZZ123456789X Y

NUCC Instruction Manual available at: ww

W.NLSC.0rg

APPROVED OMB-0938-0999 FORM CMS-1500 (0B/05)



